The 1984 biennial report of the Director General to the World Health Organization Assembly (WHO) and the United Nations affirmed and publicized the fact that African wars perpetuate widespread poverty and inefficient health care policies in the region.
The report also explained how these conflicts hinder Africa's efforts to meet the WHO's target of health for all by the year 2000 3 . Military conflicts have a negative impact on the health of nations primarily by the following means:
Destruction of health care institutions such as hospitals, clinics, and schools to train health care workers. 2 Disruption of social structures that support the health of the public, including education, transportation, communication, justice systems, law enforcement, food production, water and sewage services, and banking. 3 Increased military spending, that diverts funds and personnel away from health care development and other social concerns.
With the eradication of colonialism, there were optimistic expectations for rapid, modern development in all aspects of African life. Sadly, little has been realized, and the post-independence period has by no means ended Africa's military or social conflicts.
Angola is a case in point. Independence from Portugal was attained in 1975, yet since that time civil war has continued to devastate the nation. Of the 150 church-sponsored hospitals in 1960, only two remain in service today, all others having been abandoned or destroyed. Government health institutions are insufficient in spite of good intentions, often lacking drugs, bandages, electricity, and running water. Social institutions are almost nonexistent, with few schools, utilities, or industries in operation. Hundreds of thousands of refugees have fled to the surrounding nations.
As a direct result of this prolonged military conflict, over 350000 citizens have died". Angola claims a child mortality rate of 39 per 1000 live births, compared with 23/1000 for Africa as a whole", In the author's surveys, the rate has been found to be as high as 143/1000.
REFUGEES -WAR'S OFFSPRING
Every case of protracted military conflict in Africa has produced refugees, whose health status is almost uniformly poor. The number of African refugees has doubled every 5 years since the 1960s. By the end of 1980 there were thought to be more than 5 million; fully half of the world's estimated 10 million refugees", Refugees suffer terrible consequences from hunger and exposure, often complicated by shortages of clean water, sewage removal, and clothing. When moving across international borders, or evacuating far from their homes, they are most often met by unprepared hosts. Resettlement of such refugees is often poorly designed, leading to shortages of basic necessities in resettlement camps 7 . The spending both by African countries and the international community for refugee relief has largely proven insufficient to meet the needs of refugee populations. International assistance has actually become less available in recent times due to limited funding, needs of other continents, and concerns over waste and corruption. For the latter reason, many donors prefer to distribute food and clothing directly to refugees, rather than through government portals.
Experts agree that effective national policies for curtailing the refugee problem must be founded on the avoidance of conflicts, as well as in the redistribution of resources from defence to health and other social programmes. The refugee problem is urgent. No sound is more distressing than the cry of children left hungry, thirsty, and homeless.
SPENDING FOR DEFENCE VERSUS HEALTH
Analysis of government spending patterns helps reveal the priorities of African policies. Parallel with continued conflict is the spectacular increase of African countries' military spending, three times as much as 30 years ago". Despite this increase, stronger forces have failed to provide any lasting peace. Instead, they generally have produced even worse consequences -ones that are antithetical to the objectives of peace and social development.
For example, during the Nigerian civil war between 1967 and 1970 defence spending increased Tropical Doctor, January 1994 markedly, while spending for social programmes fell. Destruction of the social infrastructure, including hospitals, heavy industry and communications was almost complete. In 1966 only 711/0 of the national budget was devoted to defence. This figure, however, rose to 4311/0 by the end of the war. In the same period, however, spending for health care fell from 4% to 1%, and more than 2 million homeless refugees were created".
On the other hand, most African countries not involved in some form of military conflict experienced a more balanced growth both in defence and health spending, regardless of the nature of the regime in power, whether military or civilian. For example, Ivory Coast, Mauritius, and Ghana all experienced a low, but uniform growth in defence spending and a slightly higher growth in health allocations during the period between 1972 and 1978.
WAR AND HEALTH POLICY
In the midst of war, health policy makers tend to be enamoured of curative medicine and ignore population-based health needs. Health services are focused upon hospitals and clinics, rather than on other programmes affecting public health such as agriculture, transport, housing, water, and basic immunization.
The effect of such abbreviated health policies can be illustrated again by the Nigerian civil war of 1967-1970. Prior to the war, health care institutions had been built along the classic curative model of medical care. With the outbreak of fighting, the country's fledgling primary health care programmes were largely abandoned, while many social institutions, such as schools, hospitals, hotels, and farms were converted for the care of wounded soldiers.
After peace was attained in 1970, a marked shift in health policy occurred as part of national reconstruction. Emphasis was placed on provision of clean water, immunization, and maternal care for the rural and urban poor. Critics note that these basic health care policies might have been implemented much earlier if attention had not been diverted by the fighting. CONCLUSION A close relationship exists between Africa's many wars and its poor health status, due to both direct violence and destruction of social networks that support health. In the face of war, government spending patterns and health policies also tend to be very short-sighted, with attention almost solely upon curative care. A reduction in military conflict is the single most important requirement for improved health in Africa. No nation, however progressive, can meaningfully respond to the pressing health demands of its citizens in the midst of political insecurity and violence. NICHOLAS resource constraints of a low annual budget -how can he/she be helped in the very difficult task of matching resourcesto needs? Doctors are increasingly involved in management and have to shoulder these responsibilities directly. Unfortunately, their medical training is unlikely to have equipped them for this task, and they may make various inappropriate responses to the challenge. One such response is a retreat into clinical practice leaving the difficult management decisions to be either made by colleagues, or worse, to occur by default. Alternatively, decisions may be made in an arbitrary and perhaps cynical manner. The responsibility of a manager does not, however, diminish in times of resource constraints. It heightens. On page 7 of this issue we set out some practical steps for managers in such situations.
The responsibilities of managers to deal with these resource constraints need to be viewed in context. The various pressures that impinge on service managers arise from different sources, and therefore, require responses from various levels in the system. Initiatives to increase resources from within the health sector should be fully explored, but other strategies are also needed. In order to recognize the need for such strategies, the complex nature of resource pressure needs to be clearly understood.
